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PRESENTATIONS
VR.01 LAPAROSCOPIC REPAIR OF ERCP
RELATED DUODENAL PERFORATION
R. M. Seshadri, D. J. Niemeyer, R. Z. Swan, J. J. Lewis,
D. Sindram, J. B. Martinie and D. A. Iannitti
Carolinas Medical Center, Charlotte, NC
ERCP is a common procedure with a 0.3–2.0% risk of duo-
denal perforation. Free perforation into the abdominal cavity
(Type I perforation) has a higher mortality risk and requires
surgical intervention. Traditionally this is performed by lapa-
rotomy. This video demonstrates a laparoscopic repair of a
Type I ERCP-related duodenal perforation. The patient is an
84 year old female with nausea and elevated liver enzymes
who was found on MRCP to have a dilated bile duct and on
EUS to have sludge in the distal bile without associated mass.
On ERCP she was found to have ampullary stenosis and
sludge in the bile duct. An endoscopic sphincterotomy was
performed. Immediately post-procedure she developed
abdominal distention and pain. Free air was confirmed on
abdominal X-ray. She was taken to the OR for laparoscopic
repair with intra-operative EGD. Bile was aspirated from the
upper abdomen and the abdomen was irrigated. A 2 cm pos-
terior perforation was identified on the second portion of the
duodenum by endoscopic insufflation of the duodenum under
saline submersion. The duodenum was mobilized and the
perforation was closed with interrupted PDS sutures. A round
ligament flap and fibrin glue was used to reinforce the
closure. The patient did well and was discharged home on
post-operative day three. This video demonstrates that
laparoscopic repair of an ERCP-related type I duodenal per-
foration is an effective alternative to open laparotomy.
VR.02 KLATSKIN TUMOR: LEFT
HEPATECTOMY WITH CAUDATE LOBE
RESECTION USING LEFT HANGING
MANEUVER
R. Sanchez Clariá, N. Resio, O. Mazza, F. Alvarez,
M. de Santibañes and S. Bilbao
Hospital Italiano Buenos Aires, Capital Federal, BUENOS
AIRES
carcinoma ohf the hepatic duct confluence is the most common
site of bile duct malignancies significant progress has been made
in recent years in the diagnosis and treatment of this disease the
video show a left hepatectomy with caudate lobe resection did
it in a healthy 46 years old woman a left hanging maneuver
was used and make transection more easy and faster combined
liver and bile duct resection can be performed for hiliar
cholangiocarcinoma with acceptable mortality hanging manuver
it is useful for right and for left liver resection.
VR.03 ROBOTIC ASSISTED CYST
GASTROSTOMY AND EXCISION OF A
PANCREATIC PSEUDOCYST
EXTENDING TO THE PELVIS
T. K. Nguyen and A. H. Zureikat
University Of Pittsburgh Department Of Surgery,
Pittsburgh, PA
Introduction: Pancreatic pseudocysts can be a debilitating
sequelae of pancreatitis. Many pseudocysts can be managed con-
servatively with observation or with percutaneous or endoscopic
drainage. Rarely, do pseudocysts enlarge despite conservative
measures to extend to the pelvis. In this video, we present a
minimally invasive surgery approach for management of an
extraordinarily large pseudocyst in a patient with chronic pan-
creatitis secondary to systemic lupus erythematosus.
Methods: A cyst gastrostomy, pancreatic debridement, and
excision of a pelvic pseudocyst were performed using a
robotic assisted and laparoscopic technique.
Results/Conclusion: A robotic assisted approach for the
surgical management of a symptomatic pseudocyst is still
feasible even with extension to the pelvis.
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LO-D.01 SPLENOPNEUMOPEXY:
DECOMPRESSION OF PORTAL
HYPERTENSION IN THE SETTING OF
PORTAL VENOUS OCCLUSIVE DISEASE
J. M. Sutton, S. L. Starnes and S. A. Shah
Department Of Surgery, University Of Cincinnati Medical
Center, Cincinnati, OH
Background: Portal venous hypertension due to complete
occlusion of the portal, splenic, and superior mesenteric
veins may result in significant life-threatening bleeding from
ruptured esophagogastric varices. Decompression options,
such as transjugular intrahepatic portosystemic shunt (TIPS),
surgical shunts, or the Sigiura procedure, are limited due to
lack of venous flow. Splenopneumopexy provides an alter-
native decompressive procedure resulting in decompression
through the splenic pulp into the pulmonary venous system
and then the right atrium.
Methods: We describe two patients who have recently
undergone splenopneumopexy (video presentation). The day
prior to surgery, splenic artery embolization is performed by
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interventional radiology. With the patient in the right lateral
decubitus position, the thoracic cavity is entered through the
left 7th intercostal space. The diaphragm is opened, the upper
pole of the spleen is brought through the diaphragm into the
chest, and it is fixed in place with a circumferential running
3-0 PDS, adhering the diaphragm to the spleen. The spleen is
then amputated to expose a 5 cm bare area, and this is lined
up with the diaphragmatic surface of the left lower lobe. The
visceral pleura corresponding to this area is incised, stripped,
and removed. The denuded lung and spleen are then
anastomosed using 3-0 circumferential running PDS. Chest
tubes are placed, and the thoracic cavity is closed.
Results: With the development of collateral circulation within
weeks postoperatively, esophagogastric varices will decompress
andresolve.Historically, reportsof rebleedingorhepaticdysfunc-
tion are rare, and angiographic confirmation of portopulmonary
shunting still exists months to years postoperatively.
LO-D.02 EARLY VEIN
RECONSTRUCTION AND
RIGHT-TO-LEFT PANCREATIC
DISSECTION FOR LEFT SIDED
PANCREATIC TUMORS WITH PV/SMV
OCCLUSION
J. M. Cloyd and B. C. Visser
Department Of Surgery, Stanford University, Stanford, CA
Large left sided pancreatic tumors with complete portal vein
and/or superior mesenteric vein (PV/SMV) occlusion (Fig A)
present a unique surgical challenge. Division of venous col-
laterals, as is done in a traditional left-to-right fashion, leads to
progressive portal hypertension and increased risk of hemor-
rhage. Our approach has been to perform early PV resection
and reconstruction in order to restore mesenteric-portal flow
and decompress downstream varices before proceeding with a
right-to-left dissection. An internal jugular (IJ) vein graft is
harvested at the beginning of the operation. The pancreas is
exposed in the standard fashion. The splenic artery is ligated
or divided, as early as feasible, in order to reduce splenic
inflow. A Kocher maneuver is performed and the porta hepatis
is dissected. The neck of the pancreas is divided in order to
expose the PV/SMV at which time proximal and distal control
is obtained. The involved segment of PV is resected and the IJ
graft is sewn in an end-to-end fashion (Fig B). Immediately,
peri-pancreatic varices are decompressed and pancreatic dis-
section proceeds in a right-to-left fashion. After the pancrea-
tectomy is completed, the vascular anastomosis is inspected
once again. Occasionally, the graft may need to be revised if
excessive slack is found. If large tumor size or dense collat-
erals make adequate PV exposure prohibitive, the IJ graft may
be used temporarily as a mesocaval shunt, then reconstructed
at the conclusion of the case. Postoperatively, the patient is
maintained on antiplatelet therapy.
LO-D.03 LAPAROSCOPIC EXPOSURE
AND LIGATION OF THE RIGHT BRANCH
OF THE PORTAL VEIN
S. Jayaraman
University Of Toronto, Toronto, ON
Laparoscopic right hepatectomy remains a challenging tech-
nical exercise. To facilitate safe resection with reduced
intraoperative blood loss, control of the portal venous and
hepatic arterial inflow may be beneficial. Due to the anatomic
location of the right branch of the portal vein it can be very
difficult to expose and control with the restricted dexterity of
conventional laparoscopy. Once exposed, it can be challeng-
ing to introduce an endoscopic stapler around the right portal
vein without excessive torque and tension. The right portal
vein can be reproducibly and reliably exposed and ligated
laparoscopically using 5 steps: dissection of the triangle of
Calot; keeping the cystic duct attached to the gallbladder and
using it as a retractor to expose the right hepatic inflow
vessels; isolation and ligation of the right hepatic artery;
dissection of the right portal vein; and division of the paren-
chyma of the caudate process posterior to the right portal
vein. The final move allows easy and direct insertion of the
laparoscopic stapler around the right portal vein through an
epigastric 12 mm port unimpeded. The right portal vein can
then be stapled safely and smoothly with no torque or
tension. This “Tips and Tricks” video demonstrates this
reproducible and reliable surgical approach to isolate, ligate,
and divide the right branch of the portal vein during a
laparoscopic right hepatectomy.
LO-D.04 LAPAROSCOPIC LIVER
MOBILIZATION TRICKS OF THE TRADE
TO AVOID COMPLICATIONS
N. Ikoma1,2, G. Oshima2 and O. Itano2
1University Of Texas Health Science Center At Houston,
Houston, TX; 2Keio University School Of Medicine, Tokyo,
TOKYO
Laparoscopic liver resection is gaining popularity because of
the availability of new laparoscopic instruments and
advanced techniques. This technique involves two steps:
mobilization and parenchyma transection. Laparoscopic liver
mobilization is necessary not only for pure laparoscopic liver
resection but also for laparoscopy-assisted liver resection
40 Abstracts
© 2014 The Authors
HPB © 2014 Americas Hepato-Pancreato-Biliary Association HPB 2014, 16 (Suppl. 1), 1–99
with small laparotomies for liver transection and specimen
extraction, which is a good learning transition step before
further advanced laparoscopic liver resection. Moreover, suf-
ficient liver mobilization expands indication for laparoscopic
liver resection by providing an adequate margin between
tumors and large vessels. Although experienced surgeons
prefer laparoscopic liver mobilization because of the clear
magnified vision, the procedures are still technically
demanding. It is very important to understand the pitfalls of
this procedure to prevent injury to large vessels such as the
IVC or hepatic veins. In this presentation, the details of the
operative technique of laparoscopic liver mobilization are
reported along with videos. This should aid the wide accept-
ance of laparoscopic liver resection as a standard operation.
Here, the technique of liver mobilization is summarized,
along with the short-term outcomes at the author’s facility.
LO-D.05 TRANSGASTRIC PANCREATIC
NECROSECTOMY – TRICKS OF THE
TRADE
N. J. Zyromski
Indiana University Department Of Surgery, Indianapolis,
IN
Contemporary management of necrotizing pancreatitis is
evolving rapidly, and may include percutaneous, endoscopic,
or surgical approaches. Importantly, individual patient char-
acteristics should dictate specific interventional approach;
decisions regarding intervention are ideally planned in the
context of a multidisciplinary group. Select patients with
necrotic collections confined to the lesser sac may be
approached in a transgastric fashion. Surgical approach
(either laparoscopic or open) offers the advantage of “one
stop shopping” – allowing complete debridement as well as
cholecystectomy (for patients with biliary pancreatitis) in
one setting. The goals of this “Tricks of the Trade” presen-
tation are: to review optimal patient selection; to highlight
which patients are suitable for laparoscopic versus open
approach; to review our institutional experience with
transgastric debridement; to highlight specific operative
“pearls” (avoiding and managing hemorrhage, utility and
techniques of intraoperative ultrasound, determining
gastrotomy siting, port placement); and to review long term
outcomes and complications following transgastric pancre-
atic debridement.
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LO-E.01 SEGMENT VIII RESECTION FOR
COLON CANCER METASTASIS USING
THE IN SITU COLD PERFUSION
TECHNIQUE WITH RIGHT AND MIDDLE
HEPATIC VEIN RECONSTRUCTION
M. Segedi, I. McGilvray, P. Greig, P. Kelly, A. Fung and
G. Tait
University Of Toronto, Toronto, ONTARIO
Colorectal metastases that occur in anatomic location pre-
cluding classic resection can be removed with a novel tech-
nique using in situ cold perfusion. A video presented here
incorporates 3-D animations based on the patient’s radiol-
ogy, with overlays and animated technical summaries to
enhance trainee’s understanding of this complex resection.
Here we present a segment 8 resection in a 41 year old female
found to have recurrent solitary metastatic colon cancer. Pre-
vious wedge resections left her with a relatively small left
lobe liver. Tumor was found lodged between right and middle
hepatic veins, located within the segment VIII. The video
begins with an animated sequence summarizing pre-
operative planning. Oncologic and anatomic considerations
are presented with three-dimensional renderings of patient
anatomy. The steps include mobilization of liver and expo-
sure of hepatic veins proximally to the tumor and at their
insertion into the inferior vena cava (IVC). The caudate lobe
is resected to facilitate further mobilization and vascular
clamping. After establishing inflow and outflow control with
appropriate clamps, the cold perfusion is set up and the right
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